Objectives: While the Affordable Care Act seeks to reduce emergency department (ED) visits for outpatienttreatable conditions, it remains unclear whether Medicaid patients or the uninsured have adequate access to followup care. The goal of this study was to determine the availability of follow-up orthopedic care by insurance status.
T he Emergency Medical Treatment and Labor Act (EMTALA) is a federal law that guarantees emergency care to anyone presenting to an emergency department (ED) in the United States that accepts federal funding. 1 For a fracture, the standard for emergency care includes reduction and splinting of the fracture. After an ED visit for a fracture, orthopedic follow-up care is important to convert splints to casts, determine the need for surgery, and ensure optimal healing to prevent nonunion or other complications. 2, 3 However, access to nonemergent care in the outpatient setting is limited by financial and insurance barriers. 4, 5 In 2012, only 58% of Medicaid patients, compared to 85% of privately insured, were able to schedule a new-patient primary care appointment. 6 A study in in North Carolina found that only 59% of Medicaid patients are able to schedule an appointment with an orthopedist. 7 Only 19% of Medicaid patients could schedule an orthopedic office evaluation for an ankle replacement across eight states. 8 Less is known about access to orthopedic care for the uninsured, and Texas has the highest uninsured rate in the nation. [9] [10] [11] A public ED in Texas reported that 20% of their orthopedic patient population is seeking follow-up care after visiting another ED, suggesting possible barriers to orthopedic care access in this area. 12 For the uninsured seeking primary care, the mean price for an appointment is $160, with only 15% of patients able to obtain an appointment for less than $75, and only 18% of primary care practices offering delayed payment plans. 6, 13 The price of orthopedic follow-up care for the uninsured is not known.
Goals
The goal of this study was to compare appointment price and availability of ED follow-up orthopedic care for patients with different insurances, focusing on Dallas-Fort Worth as an area with large disparities in socioeconomic and insurance status.
METHODS

Study Design
Trained research assistants posing as new patients who had been diagnosed with an ankle fracture in a local ED and instructed to see an orthopedic surgeon for follow-up care made paired calls to the same orthopedic practices to attempt to schedule an emergency follow-up visit. Two calls, separated by 3-4 weeks, were placed to each practice by the same caller with the use of a standardized script that differed by insurance status. Uninsured callers also asked about price of the visit. Calls were made in February and March 2016. The local institutional review board approved this study including the use of deception with a waiver of consent. The identity of individual physicians and practices is confidential and will not be disclosed.
Population
A comprehensive list of potentially eligible orthopedic practices in the Dallas-Fort Worth metro area of Texas was compiled from an online public database that extracts physician data from at least two of the following data sets then cross-checks and matches them for accuracy with multiple updates per year: state medical boards, state licensing boards, national provider identification (NPI) numbers, the Centers for Medicare and Medicaid Services, and a private healthcare provider information company.
14 Because several orthopedists may practice at the same clinic, and some may practice at multiple clinics, we sampled unique clinic practice sites rather than unique providers. This search identified 397 practice sites with a unique (unduplicated) address and phone number combination. Orthopedic clinics specializing in spine, oncology, hand or shoulder, hip, and pediatrics that would be out-of-scope for ankle fractures were excluded, leaving 210 practices. Unclear practices were resolved using an Internet search. All included practices with the exception of two were affiliated with a local hospital, although their call rotation at that hospital was unknown. In practices with multiple physicians, callers asked for an appointment with the first-listed physician.
Protocol
The independent variable was the caller's reported insurance type. Callers reported having private insurance, regular Medicaid, or no insurance. Blue Cross Blue Shield was selected as the private insurer because they have the largest market share in the area. 15 Prior to the call period, each caller made two pilot calls with each of the three insurance types to orthopedic practices in a different geographic area to refine the sampling methodology and final call script. Two callers then divided the practice list for calls and the same caller called the same practice twice with a 3-to 4-week gap between calls. The Excel random number generator was used to randomly assign practices to receive an uninsured and a Medicaid call, or an uninsured and a privately insured call, and then again to randomly assign the order of the two calls within each practice.
To avoid geographic, racial, or age discrimination, the callers used generic American names selected from a list of the most common baby names in the late 1980s, a birthdate placing them in their late 20s, Caucasian race if asked, and an address at a moderately priced apartment complex in the vicinity of each practice. If asked which ED they had attended, callers reported an ED in the vicinity of the practice or the hospital reported to be affiliated with the practice.
They requested the next available appointment time. The callers did not volunteer their insurance type but provided it when they were asked or when they confirmed the appointment. All appointments were canceled before the call ended or immediately thereafter. Caller scripts are provided in Data Supplement S1 (available as supporting information in the online version of this paper).
Outcomes
The primary outcomes of interest were appointment availability and appointment price for the uninsured. An appointment was defined as available if the scheduler offered the caller a specific date and time. A secondary outcome was the wait time between the call and the next available appointment for practices that provided an appointment to both callers. Callers who could not obtain an appointment asked where else they could go for care.
Uninsured callers also asked for the total price of the appointment, the amount of money they needed to bring to the appointment in order to be seen, and the availability of any discounts or payment plans. To compare prices charged to the uninsured with prices paid by patients with private insurance, we examined average prices for the Dallas-Fort Worth metro statistical area from a publicly available large multipayer commercial claims database. 16 The data include the amount paid by the insurer plus any copayments or other payments made by the patient. 17 We also compared to Medicaid physician reimbursement rates publicly reported by the Texas Medicaid program based on new office visit CPT codes 99203-99205 for orthopedic surgeons. 18 Analysis For all calls, we calculated the relative risk that patients with Medicaid or who were uninsured would receive an appointment compared with privately insured patients. Paired McNemar's tests using the orthopedic practice as the unit of analysis assessed whether practices provided equal appointment availability to Medicaid and uninsured or private and uninsured patients. Descriptive statistics on the rate of appointment availability are also presented.
For uninsured calls, we calculated the mean, standard deviation (SD), range, median and interquartile range (IQR) of the price for the appointment and the amount of money uninsured patients needed to bring to the appointment in order to be seen. Descriptive statistics on the availability of discount payment plans and alternative sources of follow-up care are also presented.
For practices that scheduled appointments for both insurance types, we calculated the difference between median appointment wait times (in number of days) using Wilcoxon matched-pairs signed-rank test. All tests were two-sided, and p values < 0.05 were considered to indicate statistical significance. All statistical analyses were performed with Stata software (version 13.1).
RESULTS
During the calls, an additional 28 of the 210 initially identified practices reported to both callers that ankle fractures were out of the physician's scope of practice. Sixty-eight practices were excluded due to nonworking phone numbers, and six more were excluded because the calls revealed they were duplicates of other practices that had already been called, leaving 102 orthopedic practices included to whom 204 paired calls were successfully completed ( Figure 1 Figure 2 ). For all calls, the relative risk of being refused an appointment was no different for uninsured and private patients, but was 5.08 (95% CI = 2.85 to 9.04, p < 0.001) for Medicaid patients compared to privately insured. Controlling for paired calls to the same practice, an uninsured caller had 5.7 times higher odds (95% CI = 2.74 to 11.71) of receiving an appointment than a Medicaid caller (p < 0.001), but the same odds as a privately insured caller (odds ratio = 1.0, 95% CI = 0.19 to 5.37, p = 1.0).
Reasons stated for refusing appointments included that a review of the ED records or x-rays and/or receipt of a formal referral was required (n = 14), providers were not accepting new patients or had a full schedule (n = 9), or more detailed insurance information was required (n = 3). One clinic told the uninsured caller that the physician did not treat ankle fractures and another told the uninsured caller that the practice was not accepting new patients, yet both scheduled the privately insured patient with the physician and both asked for the caller's insurance before stating the reason an appointment could not be made. Medicaid patients were much more likely to be told their insurance was not accepted by the practice (Medicaid n = 29/43, 78%; vs. uninsured n = 5/19, 26%; and private n = 2/10, 20%).
The median wait time for an appointment for those who received an appointment was 3 days for privately insured (IQR = 1-4 days), 2 days for uninsured (IQR = 1-4 days), and 5 days for Medicaid (IQR = 3 to 7; Figure 3 ). For practices that scheduled appointments for both callers (45 practices for private/uninsured pairs, six practices for Medicaid/ uninsured pairs), there was no significant difference in median wait times between private and uninsured callers (median difference = 0 days, IQR = 1 to 2 days, p = 0.97) or between Medicaid and uninsured callers (median difference = 2 days, IQR = 2 to 6 days, p = 0.08).
All practices that scheduled appointments for uninsured patients asked them to bring an up-front payment to their appointment. Three practices stated that patients would need to bring a payment, but that they could not estimate the amount of the payment until after the appointment, so price data are not available for these practices. One practice offered free follow-up if the physician was on call at the hospital when the patient made the ED visit. The mean (AESD) amount that uninsured patients were asked to bring to the appointment was $353.74 (AE$174.91; range = $85 to $1,375, median = $350, IQR = $250 to $400). Only two patients were able to obtain an appointment for $100 or less up front. Only 15 (of 61; 24.6%) of practices offered discounts ranging from $20 to 60%, typically for cash payments, and only five (of 64; 7.8%) offered payment plans. The practice stating that the self-pay price was 60% discounted quoted the up-front cost postdiscount to be $300. Six (of 82; 7.3%) practices estimated a total price higher than the up-front payment patients were asked to bring to the appointment, but 15 (of 82; 18.3%) asked for an up-front deposit larger than the estimated total price and were told that any unused portion of the payment would be returned after the visit.
In comparison, typical payments received by an orthopedic specialist for a privately insured patient making an office visit in the Dallas-Fort Worth area are $236, and typical payments for a three-view ankle x-ray are $36 in the area. 16 This represents all payments received by the orthopedic provider, including copays, deductibles, and insurance payments. Medicaid orthopedic provider reimbursement rates in Texas are $55.52 to $101.00 for the office visit and $26.73 for a three-view ankle x-ray. 18 When asked where else they could go, 49 (48%) uninsured callers were directed to local public hospital systems and the rest were offered no alternative destination. However, there appeared to be some confusion on the part of orthopedic practices as to whether the public hospital would provide follow up orthopedic care for a Medicaid patient, as only one Medicaid caller was directed to the public hospital system. Most Medicaid callers were offered no specific alternative and instead were told to call the number on the back of their Medicaid card. When we referenced the practices we called against Medicaid's published list of orthopedic providers accepting new patients, 19 15 said they did not accept Medicaid, 11 did not treat ankles, nine listed nonworking phone numbers, and only three actually scheduled an appointment for the Medicaid caller.
DISCUSSION
Ankle fractures require casting and approximately 40% require surgery, making orthopedic follow-up critical for these injuries. 20 However, we found that less than one in seven Medicaid patients in the Dallas-Fort Worth area could obtain a follow-up orthopedic appointment. While uninsured patients were no less likely to receive an orthopedic follow-up appointment than privately insured patients, payments required at the time of the visit were higher than typical payments from privately insured and would likely be prohibitive for most uninsured patients. All practices in the Dallas-Fort Worth area required uninsured patients to bring their payment up front, and it was rare for practices to allow patients to pay less than the total price up front.
Uninsured rates have declined since implementation of the main provisions of the Affordable Care Act in 2014, but over 10% of nonelderly adults remain uninsured nationwide, and nearly half of the remaining uninsured say that cost is a barrier to obtaining insurance. 9 Inability to obtain follow-up care for less than $100, which only one practice offered, may limit follow-up of uninsured patients with serious orthopedic injuries, as 54% of the uninsured earn < 200% of the federal poverty level ($23,760 for an individual), and 85% earn < 400% of the federal poverty level ($47,520). One-third of the uninsured report delayed healthcare and one-quarter have foregone needed care entirely due to concerns about costs. 21 In the case of an ankle fracture or other orthopedic injury, delaying or forgoing care could lead to nonunion and long-term disability. 3 The mean $354 price charged to uninsured patients found in our study is 30% higher than the total amount that an orthopedist would receive if providing the same care to a privately insured patient ($272). Other studies have found that the uninsured pay higher prices for care. 22, 23 However, the higher price quoted in our study might reflect a practice's concern about costs that are either not covered by negotiated rates or not identified by our research team. For example, the cost for a cast may vary by type and was not available in private market data. Importantly, our study also did not include the costs for the 40% of ankle fractures that require surgery. Costs for ankle surgery and follow-up rehabilitation can range from $11,000 to $20,000 and unpaid medical debt is the chief reason for bankruptcy in the United States. 24, 25 Interviews with specialist physicians reveal that economic pressures and direct pressures from their affiliated hospitals motivate their refusal to treat underinsured patients, and the prices charged to these patients up front may represent an attempt to make up the equivalent revenue from care provided to a privately insured patient. 26 Nevertheless, the private market costs are shared by both the patient and the insurer and many insurance payments are significantly delayed from the time of service due to claims processing periods, whereas the uninsured patient must bring the entire cost up front in order to receive care.
Our study found much lower access to orthopedic care for Medicaid patients than previously documented for primary care 6 and lower than documented for orthopedic care in North Carolina 7 or an eight-state sample of ankle-specific orthopedic care that included Texas. 8 This could be due to low Medicaid reimbursement rates in the area which are less than one-third of private rates, as research shows that increasing Medicaid reimbursement increases availability of appointments for Medicaid patients. 27 Texas is choosing not to expand Medicaid under the Affordable Care Act, and our study suggests that expansion of Medicaid may not help patients gain access to outpatient orthopedic care in the state, at least not at current Medicaid physician rates.
High up-front costs for uninsured patients and low appointment availability for Medicaid patients may leave these patients with few options for necessary care. Our study found that the only specific alternative option offered to patients was a county-based public hospital. This may explain why one such public hospital in Houston, Texas, reported that 20% of its orthopedic patients had been seen initially at other hospitals' EDs. 12 Interestingly in that study 89% of the patients were uninsured, and Medicaid patients were not differentially affected despite the low availability of follow-up for Medicaid patients found in the current study. This could be because practice staff perceive the public hospital as a site of care for the uninsured, but not for Medicaid patients, which may reflect common community perception.
Prior research on access to orthopedic care for Medicaid patients also found that urban practices and ones closer to academic hospitals were less likely than rural practices to give appointments to Medicaid patients. 7 This may indicate that the presence of safety net providers such as the county-based public hospitals in Dallas-Fort Worth is viewed by local specialty physicians as relieving them of the burden of caring for the uninsured or underinsured. The EMTALA requires EDs to screen for emergency conditions and stabilize patients but does not obligate an on-call physician to see a patient in follow-up after initial stabilization. Therefore, the difficulty these patients have in accessing follow-up orthopedic care is not an EMTALA violation and is not addressed by any current laws.
Finally, these findings may also be relevant for patients with high-deductible plans in the private insurance market. High-deductible plans have been increasing in prevalence over the past several years and now make up 34% of the employer-sponsored market and 53% of the Affordable Care Act Marketplace plans. 28 Due to the rise in unpaid deductibles, which may account for the entire cost of care, many providers are starting to ask patients with high-deductible plans to pay in full up front for their care as well. 29 
LIMITATIONS
While we attempted to generate a comprehensive list of all possible orthopedic practices through the use of publically available data sources, it is possible that some practices were missed that may have been more or less willing to see Medicaid or uninsured patients. Some clinics have multiple orthopedic physicians working in the same clinic who may have separate appointment availability or protocols for handling patients with different types of insurance. Indeed, two schedulers volunteered another physician in the same practice who would accept Medicaid. To standardize our approach, all calls were coded for whether or not the assigned physician (first-listed in practices with multiple providers) would schedule the appointment. However, it is possible that this decision resulted in an underestimate of the number of orthopedic practices that were willing to see a Medicaid patient.
This study was conducted in a single city of a single state. Although the Affordable Care Act has significantly decreased uninsured rates across the United States, the number of uninsured remains high in Texas because the state has chosen not to expand Medicaid, excluding most impoverished people from coverage, and the state has a high number of undocumented immigrants who are not eligible for coverage under the Affordable Care Act. 9, 10 In Texas, the majority of indigent and uncompensated care is delivered through county-based services, and most major cities including Dallas-Fort Worth have public hospitals that fulfill this role. 11 Dallas-Fort Worth is the largest metropolitan area in Texas with over six million residents. 10 As such our results cannot be generalized to other states or other areas in Texas that do not have safety net hospitals. However, healthcare costs in Texas are generally near or slightly below national averages. 17 Dallas in particular has the highest costs of any metropolitan area in Texas for knee replacements, which may indicate that its costs for orthopedic care are higher than average. 17 Texas also has the highest uninsured rate in the nation, which may exacerbate access difficulties and health disparities in this state. 9 
CONCLUSIONS
High up-front costs for uninsured patients and low appointment availability for Medicaid patients may leave these patients with few options for necessary care. Uninsured patients were able to obtain follow-up orthopedic care after an ED visit at the same rates as privately insured patients, but were asked to pay an average of $354 up front prior to care, a cost that may be prohibitive for uninsured patients who are predominantly low income. Only 14% of Medicaid patients could obtain follow-up orthopedic care at all. County hospitals were the only alternative destination for care offered to patients and may serve as Medicaid and uninsured patients' only source of care in areas where they exist. Further research should document access to other types of specialty care for uninsured and Medicaid patients in other areas of the country and compare areas where public safety net hospitals do or do not exist.
